Introduction
It is a well-known fact that in the majority of cases a fracture will heal whether it undergoes formal treatment or not, the bone possessing extraordinary powers to heal spontaneously. The problem is that healing may not occur in the desired position or alignment thus compromising function, or, in rare circumstances, union may not take place at all. It thus follows that one of the main reasons for fracture treatment is to influence the healing process to obtain the best functional outcome. Among other circumstances, indications for operative or nonoperative treatment depend upon the individual surgeon, including expertise, type of fracture, and existing facilities and their infrastructure. In most instances, skilful use of either treatment form will allow for good functional end results. However, in most developing countries, including Tanzania, the doctor faces many challenges in the endeavour to obtain the best outcome.
Increasing incidence and complexity of fractures
Developing countries are experiencing a general increase of all types of injuries as they undergo socio-economic changes characterised by urbanisation and an increased dependence on motor vehicles as a means of transport [5, 6] . This results in a significant increase of fractures of the extremities, [6, 7] coupled with an increasing complexity of injuries (Fig. 1) .
Inadequate trained personnel and facilities
Tanzanian health delivery services, like those of other developing countries, operate on a very limited budget.
Therefore, there is very little to invest in health, either in terms of human resource development or improvement of health care facilities. Similarly, assistance for injury prevention and treatment is not high on the agenda of the international community. For example, it was estimated that, in 1990, the Disability Adjusted Lost Years (DALY) value of external assistance provided was more than US $50 for leprosy, US $6.90 for the blind, US $4 for HIV/AIDS and other sexually transmitted diseases, US $0.15 for acute respiratory infections and US $0.11 for accidental injuries [2] (per affected person per event per year). This significant increase in fracture incidence and complexity has placed a big burden on our hospitals, which has not been matched by a corresponding improvement of health delivery resources. Naturally, doctors find themselves in a dilemma -effectively, that of attempting to manage what can be termed first-world conditions using third-world facilities.
Neglected injuries
In developing countries, doctors are likely to find themselves confronted with complicated neglected injuries, the causes of which are many. These include inadequate health care facilities; long distances to a health care facility, which results in patients reporting late; and ignorance on the part of the patient or family, who may seek initial treatment from a traditional doctor [8] . On the other hand, even those who report early may not be managed promptly due to a variety of factors including overcrowding and limited facilities. Neglected injuries usually pose a major challenge, even to experienced doctors with unlimited resources. To the doctor in a developing country, the challenges may be insurmountable. In many instances, the desired outcome in terms of function cannot be achieved [4] .
Choice of treatment
The above challenges usually lead to a dilemma as to treatment choice. As such, limitations such as operating theatres of doubtful sterility and lack of adequate equipment and human resources make operative treatment of fractures impossible in many of our health care facilities. Despite this situation, doctors often are tempted to carry out operative treatment.
Most medical schools in developing countries use the Western model of teaching, including the continued use of Western textbooks that give only casual reference to conservative fracture treatment. This means our medical and other health students are extensively exposed to operative fracture treatment principles. There being few textbooks written on fracture treatment in developing countries, this exposure may be difficult to avoid. On the other hand, a significant number of doctors in developing countries continue to receive their education in developed countries. Upon returning, they face a similar problem.
Many of our hospitals have some implants, usually donated by well-meaning Western counterparts. In most cases, these are assorted types of implants and, in most cases, incomplete. The presence of these implants may tempt an over-enthusiastic young doctor to carry out operative treatment without either adequate implants or the necessary expertise. Also, patients are becoming aware of the operative treatment option. Naturally, they may demand such treatment, which the doctor may therefore find difficult to refuse.
These factors have resulted in increased enthusiasm for operative treatment and, in many instances, in doctors resorting to procedures that are either ill-suited for the local situation or to which they are not particularly conversant nor competent to perform. Most of these decisions have not met the criteria for operative fracture treatment first laid down by Robert Danis in 1860 and further perfected and popularised by the Swiss group of ASIF/AO [3, 9] . The results have been less than optimal, resulting in complications such as failed reduction (Fig. 2) or non-union (Fig. 3) .
The solution for better fracture treatment in many developing countries may appear to be conservative treatment when carried out properly. However, this is difficult due to the present enthusiasm for operative treatment. The lack of major textbooks addressing conservative treatment, coupled with the casual and under-emphasised teaching of conservative treatment, makes it difficult for doctors and other health care workers to master the art of conservative fracture treatment or to understand its significance in our health care system. This is despite the fact that probably more than 90% of patients with fractures in many developing countries will be treated by conservative methods.
These factors have caused one of the major anomalies of fracture treatment, which denoted conservative treatment as simple. This has resulted not only in negligence by doctors, referred to by Bohler as "Masterly Neglect", but also to the fact that conservative treatment is assigned to the most junior health care personnel available, which is sometimes a health auxiliary [10] . As such, conservative treatment has become synonymous with the application of a plaster of Paris cast or Steinmann pin for traction, then forgetting the patient for a designated period. This lack of physician engagement has led to the results of conservative treatment being equally as poor as those for operative treatment (Fig. 4) .
However, when properly applied, conservative treatment gives good and acceptable results. It should always be remembered that operative results should be compared to those of conservative treatment, not the other way around [1] . This means that conservative treatment should be considered standard. Unfortunately, this is not so.
Conclusion
In light of limited health care facilities and doctor expertise in many developing countries, it must be accepted that, for a long time to come, conservative methods of fracture treatment will remain not only the method of choice but also the only practical one. The situation described above, whereby the mode of treatment most commonly used is not taught properly, while the one being taught cannot be utilised effectively, leads to a doctor who cannot perfect either method. Therefore, due emphasis must be given to the role of conservative treatment. It is not only important that conservative methods are taught properly, but that textbooks on conservative fracture treatment continue to be published. Methods, indications, contraindications, limitations and complications must be spelt out clearly.
On the other hand, simpler new techniques that provide better results should be introduced and their use encouraged. One of these is the external fixator, which may decrease morbidity and improve outcome -especially in open fractures (Fig. 5) . Use of external fixators is easy, within the capacity of many doctors, and does not require special facilities or theatres. The presence in the market of external fixators, which are inexpensive and affordable, is an encouraging factor for developing countries.
It should be pointed out to our junior doctors and students that they will encounter situations in clinical practice when surgery is the treatment of choice. This would be primarily in those instances when the practical advantages of open reduction outweigh the biologic disadvantages of internal fixation. They will also come across situations where some type of fractures require surgical treatment for optimum results. Therefore, requirements for operative fracture treatment, such as adequate operating theatres and equipment and doctor expertise, should be clearly pointed out. Finally, indications, contraindications, limitations and complications of operative surgical treatment should be spelled out. The importance of timely referral of patients to centres where they can be operated upon effectively should equally be emphasised. It is only by this balanced approach that fracture patients in developing countries will be treated optimally using available resources. 
